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After this operation, the case readily yielded to
treatment, and a recovery resulted.
Case 4.—Mr. J., set. 23 years. In this case,
there was no nasal discharge, the orifice from the
sinus being closed by inspissated mucus. He com¬plained of great weight and pressure on the affected
side, severe otalgia and deafness. The second bi¬
cuspid was missing, and the first molar having a
large amalgam filling was pulpless. This tooth was
extracted, leaving a large opening into the an¬
trum. There was also considerable necrosis,
which was removed, and the usual stimulating
treatment pursued for about four weeks, when
the discharge ceased, and all other abnormal
symptoms disappeared, excepting the deafness,
Miss S., aet. 19 years, consulted me with regard
to a large swelling of the right side of her face.
Before examination, I supposed that she was
suffering from alveolar abscess ; but to my as¬
tonishment, upon examination, all her teeth
were found in a healthy condition, and the arch
appeared unbroken. This clearly did not indi¬
cate alveolar abscess, but rather a diseased an¬
trum. As the teeth all seemed to be present, I
inquired whether she had previously received
a blow upon that side of her .face, or whether she
had not recently contracted a severe cold. Re¬
ceiving a negative reply to these questions, I made
a second examination, and found that the first
bicuspid was missing. She positively assured
me that none of her teeth had been extracted.
As the swelling pointed to the palatine as well as
the facial surface, I lanced both surfaces, and
was enabled to pass a probe from the facial sur¬
face into and through the floor of the antrum.
She was dismissed until the next day, when
I made a careful exploration of the sinus by
means of an excavator, and found in the floor of
the antrum the missing tooth imbedded in the
inner coat of the mucous membrane, its apex
toward the alae. After the swelling subsided,
the tooth was dislodged by means of a hoe excav¬
ator, and removed by means of a long, narrow-
beaded forcep. After four weeks' treatment, the
case was cured.
During the past eight months, in addition to
the cases in my own practice, I have operated
upon fourteen cases of diseased antrum for a
throat and nose specialist. Of these cases, none
resulted from chronic rhinitis, none from hyper-
trophic rhinitis, one from dentigerous cyst, twofrom polypi and eleven from diseased teeth.
This seems to me clearly to refute the assertions
of the authorities previously mentioned—that
suppuration of the antrum is generally due to
causes other than diseased teeth.
Dr. Richard Volkman, the famous surgeon
of Halle, died at that city on the 28th ult.
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It is my pleasure, Mr. Chairman, to report
that intubation is still growing in favor, and ful-
filling the expectations of its advocates. At the
last meeting of this Association, I reported 150
cases coming under my personal care, with forty\x=req-\
one recoveries or 27.33 per cent. During the
past year I have operated sixty times, with
twenty-eight recoveries or 46.66 per cent.; mak-
ing a total of 210 cases with sixty-nine recoveries
or 32.85 per cent. The operation performed as it
is, as a last resort, when the patient has been
given up to die and other measures have been
tried in vain, a saving of one out of three is a
most satisfactory result, and places the procedure
in the front rank among the life-saving operations.
It will be observed that the percentage of re-
coveries during the last year has been much
larger than before, amounting to nearly 50 per
cent. An interesting question arises as to the
cause of this greater success. Some have un¬
kindly attributed it to unnecessary operations,
operations performed early and upon those that
might have recovered under judicious medical
treatment. It is only necessary, to say in reply,
that more than nine-tenths of these cases are in
consultation with other physicians, aud the op¬
erator has been called only as a last resort.
The operation is not performed early, but in
many instances only after the patient has become
moribund aud unconscious. Early operationsdo not enter into the question of increased suc¬
cess as the operations during the past year have
been performed under the same conditions and
circumstances as before. The question of treat¬
ment and its influence upon the results is an in¬
teresting one, but the observations have been too
few to be of any great importance in this direction.Of the sixty cases coming under my care dur¬
ing the past year, nineteen were treated with the
bichloride of mercury, both before and after the
operation, with nine recoveries or 47.36 per cent.Twenty-eight cases were treated with this agent,
after the operation only, with fourteen • recoveries
or 50.00 per cent. Thirteen did not receive the
bichloride of mercury either before or after the
operation, and there were five recoveries or 38.46
per cent.
The type of the disease prevailing during the
past year has not been different from that in
former years, and the cases have been of equal
severity.
The success during the past year I attribute to
two causes : Improved methods of feeding and
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greater experience, and better judgment in the
management of the cases.
During the past year the greatest advance that
has been made, has been the discovery of the
proper method of feeding. The greatest objec¬
tion that has ever been raised to intubation has
been on account of the difficulty of feeding.
The falling of fluids and semisolids into the
trachea, and their entrance into the finer bronchi
giving rise to broncho-pneumonia, I have no
doubt has too frequently been the cause of death.The objection and the dangers have been over¬
come by the adoption of the inclined position
with the head down, during feeding or when
drinking. One year ago I presented to this sec¬
tion a set of tubes with artificial epiglotti. These
tubes answered a useful purpose, and were a greatimprovement over the open tubes while feeding
in the upright position, but in the inclined posi¬
tion they are unnecessary, as patients can swallowin this positition without difficulty.
Another cause of the greater success during
the past year, is to be found in the increased
knowledge that comes with experience, and the
more watchful care of patients. Many cases
have been saved only by the most watchful at¬
tention, and by timely interference.
A frequent cause of death is detachment of
membrane and sudden suffocation from obstruc¬
tion below the tube. This danger has never been
exaggerated, but too frequently ignored. To
overcome this danger I have had the tubes con¬
structed with less swelling in the centre that they
may be easily expelled. If they are ejected everyfew hours, no harm is clone providing the oper¬
ator is within reach to replace them. In case ofpartial detachment of membrane, which will be
indicated by a hoarse cough, we should not wait,but anticipate the danger by removing the tube.The expulsive cough following the removal of
the tube almost invariably expels the membrane.Nothing is more dangerous in these cases, than
to introduce a large tube that fits tightly and
which cannot be expelled, and then leave thepatient in fancied security. The record of my
cases for the past year is as follows :
Age.
Under 2 years . .Between 2 and 3 ,
3 and 4,
" 4 and 5
" 5 and 6
" 6 and 7
" 7 and 8
" 8 and 9One 12.
Cases. Recoveries. Per cent.
11 3 27.27S 2 25.00
9 4
.
44-44
17 .8 47.05
4 3 75-Qo
3 3 100.00
5 4 80.00
2 1 50.00
1 o 00.00
60 28 46.66
Remarks.—The youngest child operated upon
was 6 months old. Those under 2 years that re¬
covered were 15, 18 and 18 months, respectively.Every case, with one exception, was character¬ized by membrane formation. In the exceptional
case the stenosis of the larynx was complicated
with a severe form of measles, and the patient
died.
240 Wabash avenue.
Dr. Geo. W. Gay, of Boston, said that the
statistics of the Boston City Hospital were slightly
in favor of tracheotomy, but intubation is more
frequently done, being, on the whole, easier to
perform. Of 327 tracheotomies 95, or 29 per
cent., recovered; while of 223 intubations 47, or
21 per cent., recovered. In some cases, however,
it was impossible to introduce the tube into the
larynx. To perform intubation requires as much
assistance as it does to make a tracheotomy, and
there is as much danger of death on the operator's
hands as there is during tracheotomy. In 310
cases of tracheotomy 10 had died from ether,
shock, prostration or haemorrhage ; in intubation
an equal number of cases died from strangulation
or shock. Even if deposited with the utmost
care, there was a moment of strangulation in
every case, If this did not immediately pass off,
the tube should be removed, and the membrane
which causes the obstruction will be coughed out.
It is dangerous to persistently try to force in a
tube that always causes strangulation. When
stenosis is not relieved by the intubation tube,
when swallowing is impossible, or when the tube
is constantly coughed up, tracheotomy is indicat¬
ed. In 32 cases in which tracheotomy was done,
after intubation had failed to give relief, 3 had
recovered. There is no fixed treatment for croup,
aside from the operation. He had used bichlor¬
ide of mercury faithfully for two years. At one
time he thought he saw benefit from it, but now
he said that the facts do not warrant any conclu¬
sion. Feeding after either operation is most im¬
portant ; after intubation it should be done with
the child lying on the side or on the back, with
the head well down. There is no pathological
evidence that the inspiration of food causes death.
It is well known how the trachéal cánula blocks
up after tracheotomy. After intubation it does
not. The trachea may fill up below the tube,
but the tube remains clear. Outside the hospital
Dr. Gay performs intubation among poor people
who cannot properly care for a child after trache¬
otomy. He saw the child as often as he could.
A certain number will always be lost from inabil¬
ity to find the operator when the tube becomes
blocked, or when it is coughed out. In his judg¬
ment intubation is the better operation in ordi¬
nary cases.
Dr. Denison, of Colorado, said that from 60
to 70 per cent, of the deaths after intubation were
the result of pulmonary complications. He had
operated upon 25 cases, with 7 recoveries. Nine
of the deaths were due to oedema of the lungs.
In Colorado, on account of the rarefaction of the
air, breathing is difficult, and little children were
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very seriously affected by it. In one of his cases
he noted that the pulse was very weak during in¬
spiration, and stronger during expiration. The
blood could not get out of the thorax during the
labored inspiration, and this greatly interfered
with the heart's action. He operated, and recov¬
ery resulted.
Dr. E. F. Brush said that he had written the
first article on intubation. He found Dr. O'Dwyer
patiently working in his laboratory, perfecting
the operation and apparatus, and was given per¬
mission to publish the results of Dr. O'Dwyer's
work. He had gone enthusiastically into the
use of intubation, but his results so far had not
been favorable. He had performed 23 intuba¬
tions, with but one recovery. One was an adult,
who lived twelve hours after the operation. Ex¬
perience leads him to agree with Dr. Gay as to
the necessity of great, care in the introduction of
the tube. When called as a consultant it was
necessary for the physician to carefully examine
the case. It was useless to operate for pulmonary
oedema, which might be mistaken for croup. He
doubted the entrance of food into the lungs, and
said he thought it was the great irritation set up
by the cough that brought on the pneumonia
when it was not the result of extension of the
throat disease.
Dr. J. A. Larrabee's experience was con¬
fined to tracheotomy. From the reports up to
the present time the honors were about even be¬
tween the two operations. Intubation was credit¬
ed with being easier than tracheotomy, but this
arose from different personal experiences. Some
men acquired a delicacy of technique, like that ofTait in ovariotomy, or Waxham in intubation,
which few can possess. To him intubation was
the more difficult operation. It was more popu¬
lar among the people, because it appeared to be
a less formidable operation. No distinction is
usually made by operators between croup and
diphtheria, but he believes that such a distinc¬
tion should be made. Membranous croup is alocal disease, an exudation without sepsis ; diph¬
theria is a systemic infection. In croup we oper¬
ate and cure ; in diphtheria, operation relievesbut one symptom, and there is still the systemic
disease to fight. Tracheotomy gives better re¬
sults, because it does not interfere with medica¬
tion and the administration of food. In infants
under 2 years of age and in croup, intubation
held the first place ; for other cases tracheotomy
was preferable. To prevent blocking up of the
tubes he used a sponge saturated with warm water
placed over the opening of the cánula ; also stem¬
ming of the tube. He was in the habit of pour¬
ing into the trachea a drachm of a solution con¬
taining chlorinated soda, and found it of great
benefit.
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Gentlemen: Permit me to call your atten-
tion this morning, in a practical manner, to the
management of incised or lacerated wounds in-
volving important nerves, tendons, and muscles.
To come directly to our subject we shall present
to you a patient, Mr. J. G., aged 22, single, na-
tive of the U. S., and by occupation a cigarmaker.
He presented himself and was admitted to the
hospital two days ago, with the following his-
tory: Two days prior to his admission he be-
came involved in a saloon brawl and was struck
by a beer glass which broke and inflicted a lac-
erated wound of the forearm. H\l=ae\morrhagewas
very free and evidently arterial in character.
A physician was called who applied a compress
and firm bandage, which was allowed to remain
until he applied for treatment at the hospital.
Upon examination at that time the hand wasdark colored, much swollen and cold, owing to
the compression of the bandage. The dressing
was immediately removed, the wound washed,
and a moist antiseptic dressing applied, together
with moist heat. The first thing necessary was
to restore circulation in the constricted parts, in
which we have been fortunate. We will now
remove the dressing and proceed to an examina¬
tion of the present condition of the arm. You
will observe that the wound is located about two
inches above the wrist, beginning at the ulnar
border and extending irregularly across the arm
for an inch and a half. Its borders are elevated
and irritable in appearance. There is an escape
of bloodstained serum from the wound. The
whole arm is yet swollen, and the circulation is
feeble. When requested to flex the fingers
the patient is unable to move the little, or ring
finger, nor is he able to bring the thumb in appo¬
sition with index finger. He cannot flex the
wrist to the ulnar side or move the fingers latter¬
ly. With the needle an area of anaesthesia is
found along the ulnar border of the hand and
involving the little and lateral half of the ring
finger. The area of anaesthesia does not ap¬
proach the borders of the wound. Upon closer
examination portions of divided muscle and ten¬
don appear in the wound. The pulsation in the
ulnar artery is absent at the wrist.
Now what has happened ? From the paraly¬
sis, both motor, and sensory, we know that the
ulnar nerve has been divided, or at least its func-
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